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LETTERS 
to the Editor 


Definition of Terms 


What is the meaning of the term 
“permissive” as compared to the term 
“conditioning” which is used by Selye? 
The question can be answered only by 
reference to the usage of each term. 

The term “permissive” was first ap- 
plied to the following: 1. The me- 
tabolic response to a stimulus occurs 
in the presence of an endocrine organ. 
2. The response fails to become overt 
when the organ is removed and no re- 
placement therapy is given. 3. The re- 
sponse is again elicited by an appro- 
priate stimulus when a steady intake 
of hormone is substituted for the en- 
docrine organ. The hypothesis that the 
response was caused primarily by an in- 
crease in the secretory activity of the 
gland is made untenable by condition 3. 

The word “permissive” refers to the 
maintenance of the normality of cells 
and tissues or even machines so that 
they are capable of an optimal response 
to primary causes. Some “permissive” 
factors have active effects upon the 
process under study; its meaning is not 
limited to those factors which only 
allow or disallow a response. The word 
“supporting” has a better connotation. 

The meaning which Selye has given 
to the word “conditioning” overlaps 
that of the word “permissive.” How- 
ever, it has been used most frequently 
to refer to a specific set of conditions 





used by Selye in the experimental pro- 
duction of disease, For example, a high 
salt diet and uninephrectomy each fa- 
cilitate the production of renal-cardio- 
vascular diseases by desoxy corticos- 
terone in the rat. Any condition which 
either facilitates or inhibits a response 
may be regarded as a “conditioning” 
factor. The word “permissive” has a 
more restricted meaning in that it is 
limited to factors and processes which 
support the response under study. 
Debate and discussion over these 
words provides an excellent example 
of the difficulties that scientists have 
with concepts and their definitions. 
Dwight J. Ingle, M.D. 
Professor and Chairman, 
Department of Physiology 
The University of chicago 
@ See Dr. Ingle’s article on page 245 
of this issue. 


Rebuttal 


Thank you very much for giving me 
an opportunity to write a “rebuttal 
essay,” as you call it, for publication 
in conjunction with Dr. Ingle’s article. 
However, I doubt that anything would 
be accomplished by this. It seems to 
me that Dr. Ingle’s review is, on the 
whole, quite fair and I have full con- 
fidence in his experimental observations, 
since any work of his that [ have tried 
to repeat could quite readily be con- 
firmed in my Institute. 

I believe that we differ only in point 
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of view and the interested reader has 
several earlier publications of mine to 
fall back on if he wishes to learn more 
about mine (e.g., The Stress of Life 
[McGraw-Hill], The Chemical Preven- 
tion of Cardiac Necroses [Ronald 
Press], The Pluricausal Cardiopathies 
[Charles C. Thomas] ). 


The only important point on which 
I feel Dr. Ingle may have misunder- 
stood me is that—as I have so often 
pointed out—I do not consider most 
of the “diseases of adaptation” to be 
necessarily the result of an increased 
corticoid production, There is much 
evidence that some of them, on the 
contrary, are due to a deficient adaptive 
secretion of such hormones or to their 
“conditioning effect” upon certain po- 
tential pathogens (e.g., antigens, infec- 
tions, etc.) More recently, Dr. Ingle 
has formulated what | believe to be the 
same concept but substituted the terms 
“permissives” or “supportive” 
instead of the designation “condition- 
ing,” which I have employed ever since 
the beginning of my work in this field. 
It is possible that there may be some 
difference between the concept of “con- 
ditioning” and “permissive” actions, 


actions 


but so far I must admit I have never 
been able to understand the distinction 
Dr. Ingle wishes to make. 


In any event, such a minor point 
would hardly deserve a “rebuttal” and 
I feel your Journal should be con- 
gratulated on publishing this excellent 
review. If anything could be done to 
increase its value, it would perhaps 
be a footnote by Dr. Ingle on the dif- 
ference between * “conditioning” and 
“permissive” actions, since I know 
that many investigators have found it 
difficult to understand this distinction. 

—Continued on page 268 
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Carcinoma of the Right Colon 


a still remains the only 
available means of cure for patients with 
carcinoma of the colon, Carcinoma of 
the colon is one of the most common 
forms of cancer. Resection has proved 
to be the only effective means of treat- 
ment and offers a patient with a cancer 
of the colon a fifty percent chance of 
a permanent cure, or even a sixty to 
seventy percent chance, if the lesion 
has not spread beyond the bowel. Even 
when the tumor is already present in 
the lymph nodes of the mesentery, 
thirty percent of these patients may be 
cured by radical resection.* 

A discussion of surgery of the large 
bowel assumes the division of the organ 
into the physiologically and embryo- 
logically different structures. The right 
half, derived from the midgut, is sup- 
plied by the superior mesenteric artery 
and is predominantly an organ of ab- 
sorption.’ This difference in embryology 
and anatomy of the two sides results in a 
different pattern of lymphatic drainage. 
In the right colon, the chain of lym- 
phatics follows the course of the ileo- 
colic and right colic arteries toward the 
base of the mesentery. 
lesions of the right and left colon are 
also distinctive, with characteristics 


‘6 Pathologically, 
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EDWARD J. KROL, M.D. 


Chicago, Illinois 


which are peculiar to the portion of the 
colon from which they originate. 
Lesions of the right side, which are 
usually of the fungating, ulcerative, 
cauliflower type, produce anemia and 
weight loss but rarely obstruct. 

When tumor cells block the usual di- 
rection of lymphatic drainage, the can- 
cer cells spill into the paracolic circu- 
lation and spread along the aorta. 
These peculiarities of the lymph and 
blood supply have a profound influence 
on the type of surgical procedure insti- 
tuted on the various portions of the 
large bowel in which carcinoma occurs. 
Because of the common and single blood 
supply, lesions of the cecum, the ascend- 
ing colon and the hepatic flexture re- 
quire removal of the distal ileum, the 
entire ascending colon and half of the 
transverse colon. Also because of the 
single blood supply, surgery of the 
right colon is necessarily radical and 


Dr. Krol is Senior Surgeon, Holy Cross Hos- 
pital, Chicago, Illinois. 

From the Department of Surgery, Stritch 
School of Medicine, Loyola University, Chicago. 


Presented at The Thirteenth Annual Teaching 
Seminar of The International Academy of Proc- 
tology, Tuesday, April I!, 1961, The Drake 
Hotel, Chicago, Illinois. 
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FIGURE 1 


FIVE-YEAR STUDY ON OPERATIVE CARCINOMA OF THE RIGHT COLON 


HOLY CROSS HOSPITAL — CHICAGO, ILLINOIS — 1955-1960 


Totat No. No. OF 
OF CARCINOMA CARCINOMA OF 
OF COLON RicHt CoLon 


11 1 
11 3 


1960 16 
TOTALS 71 


* All Adenocarcinoma 


PERCENTAGE OF 
CARCINOMA OF 
RicHt CoLton* 


9.1% 0 


AGE 
AND 
SEx 


65 F 


MortALity 


53 M 
53 M 
47 M 


27.3% 0 


7M 


Expired 


42.9% 





this in part accounts for the higher sur- 
vival rate in lesions of this area. 


Symptoms [nour five-year study of 
carcinoma of the right colon the dura- 
tion of symptoms averaged six to nine 
months. Muir in his study had an av- 
erage of eleven months.'® Many of the 
early symptons appear related to the 
upper digestive tract. 
mon for patients to have had x-ray sur- 
veys of the upper gastrointestinal tract 
several months prior to diagnosing colon 


It is not uncom- 


carcinoma by barium enema examina- 
tion. Other symptoms are often due to 
metastasis or intestinal obstruction 
varying in location with the growth. 
Signs and symptoms, which in a person 
of middle or later life suggest an in- 
vestigation for this common cancer, 
are weight loss, unexplained anemia, re- 
curring indigestion, abdominal pain or 
discomfort, or any deviation from the 
normal or usual habit. 

A small cecal cancer may obstruct the 
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Common sites of cancer of colon 
(Right color) 


FIGURE 2 


appendiceal lumen, causing acute ap- 
pendicitis for which operation is un- 
dertaken.!| The other emergency situa- 
tion is acute obstruction, especially if 
the ileocecal valve is competent so that 
a closed loop is formed. If the ileocecal 
valve is incompetent, retrograde disten- 
tion of small bowel follows, obscuring 
the diagnosis. 
bowel obstruction usually is suspected, 
and the operator must be prepared to 
deal with this situation. 

In a five-year study of carcinomas of 
the colon at Holy Cross Hospital, Chi- 
cago, Illinois (1955 to 1960), of the 
seventy-one operative cases of carci- 
noma of the colon, twenty-one, or 
29.6%, were carcinomas of the right 
colon. All of these were adenocarci- 
nomas, Right hemicolectomies were per- 
formed with twe deaths, or a mortality 
of 2.53%. The average age was sixty- 
two years, and the sex proportion of 
4:3 (12 males and 9 females). (See 
Figure 1.) One of these cases was an 


In such a case, small 
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inoperable carcinoma with generalized 
metastasis in which a palliative proce- 
dure of ileosigmoidostomy was _per- 
formed to circumvent the obstructing 
lesion at the ileo-cecal valve. Our pref- 
erence is for an ileotransverse-colostomy 
where feasable, thus giving the patient 
an internal colostomy with avoidance 
of an external colostomy and its associ- 
ated problems, mental and physical. The 
common sites of carcinoma of the right 
colon are cecum, ascending colon and 
hepatic flexure (Fig. 2). 

Preoperative Care On admission 
to the hospital these patients are care- 
fully examined for the presence of ob- 
struction, Although obstruction second- 
ary to carcinoma of the right colon oc- 
curs less frequently than with malignant 
lesions of the left colon, dilatation of 
the cecum and small bowel may occur 
secondary to constrictive lesions of the 
ascending colon and hepatic flexture. 

At times, carcinoma of the cecum 
may produce an obstruction of the 
small bowel as a result of occlusion of 
the ileocecal valve. 


Preoperative Preparation 


I. COMPLETE HIsToRY 


II. PHystIcaAL EXAMINATION 
a. B.P. and E.K.G. 


IIIT. LABORATORY STUDIES 

a. Urinalysis 

b. Hematology 
(1) Complete Blood Count. 
(2) Hematocrit 
(3) Blood Volume 
(4) Blood Type—Cross-Match 
(5) Prothrombin and Bleeding 

Time. 

(6) Blood Sugar 
(7) Non-Protein Nitrogen 
(8) Creatinine 
(9) Cephalin-Flocculation 
(10) A/G Ratio—Total Proteins 
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IV. RADIOLOGICAL STUDIES 
a. Chest Roentgenogram 
b. Barium—Air Contrast of Colon 


V. MEDICAL MANAGEMENT 
a. Whole Blood 
(1) —Preoperatively 
(2) —Available during Surgery 
b. Electrolytes and Fluids 
(1) As indicated 
. Vitamins 
(1) B-Complex, one cc., I.M., 
Daily 
(2) Ascorbic Acid, 
I.M., Daily 
(3) Vitamin K, 
q.i.d. 
d. Diet 
(1)High Protein—High Caloric— 
Low Residue 


1000 Mgm., 


10 Mgm., I.M., 


VI. CONSULTATION WITH ANESTHESIOLO- 
GIST 
a. Type of Anesthesia. 
b. Preoperative Medication 
VII. INTESTINAL STERILIZATION — “POTH 
METHOD” 
a. Group I (No Obstruction) 
(1) —Purgation Permissible 
(2) —Castor Oil, 60 cc. at 1 P.M. 
(3) —Neomycin, Gm. 1.0 and 
Phthalysulfathiazole, GM. 1.5 
—at 1, 2, 3, 4, and 8 P.M. 
—12 Midnight 
—4 A.M. and 8 A.M. 
(4) —Surgery scheduled for 9 
A.M. 
b. Group II (Partial Obstruction) 
(1) —Purgation Contraindicated 
(2) —Gastric Suction (Decompres- 
sion) 
(3) —When bowel movements are 
reestablished, give Neomycin 
Gm. 1.0 to Phthalysulfathia- 
zole, Gm. 1.5 Orally every four 
hours, until mechanical prepa- 
tion of the intestine has been 
accomplished. 
(4) —Usually a minimum of three 
days is required. 
c. Group III (Complete Obstruction) 
(1) Acute Abdomen 
(2) Intra-abdominal Trauma 


Perforation (Peritonitis) 
Exploration as soon as general 
condition of patient warrants. 
Evacuate peritoneal cavity, 
wash with '%4% Neomycin 
solution. 

Evacuate bowel. 

Fill intestine with as much as 
100 cc. of 1% Neomycin solu- 
tion. 

Irrigate peritoneal cavity with 
VY%4% Neomycin solution. 
Wash wound with 4% Neo- 
mycin solution during closure. 


Certainly the use of antibiotics and 
chemotherapeutics, has 
greatly toward lowering the mortality 


contributed 


in colon resections and also has per- 
mitted the increasing use of one-stage 
operative procedures. It should be em- 
phasized, however, that the sulfon de- 
rivatives and the antibiotics do not take 
the place of careful mechanical cleans- 
ing of the colon during the preoperative 
period or of good surgical technique. 

The day before the scheduled opera- 


tion, | routinely insert a Levine tube in 


all patients with carcinoma of the right 
whether or not 

All these patients have an 
the small bowel 


colon, obstruction is 
present. 
anastomosis between 
and the colon after resection of their 
growth, and with the tube present, the 
area of anastomosis can be kept de- 
compressed until the passage of flatus 
by rectum and the absence of distention 
indicates that the anastomosis is func- 
tioning well. 

In addition to preparation of the 
colon, the general condition of the pa- 
tient should be carefully reevaluated 
Many of 


these patients have a marked anemia on 


before surgery is performed. 


admission and require several blood 
transfusions before their hemograms 
are brought to satisfactory levels for 
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FIGURE 3 


The hemoglobin should be at 
least 12 gms. and the red cells should 
number over 3,500,000 before operation 
is performed. 


surgery. 


Transfusions of whole 
blood constitute the most satisfactory 
means of restoring the low-serum pro- 
tein levels so frequently found in pa- 
tients with 
Restoration of serum proteins to normal 


carcinoma of the colon. 
or near normal is important for heal- 
ing and in the prevention of edema at 
the site of the anastomosis. Since many 
of these patients are elderly it is im- 
portant to check their kidney function 


and cardiac status. Careful evaluation 


should be made during the preoperative 
period, and treatment instituted as in- 
dicated. . 

Operative Care and Procedure 
Endotracheal anesthesia is used rou- 
tinely in our patients for carcinoma of 


the colon. Although some men prefer 
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spinal anesthesia, we have no objections 
to this and at times resorted to spinal 
anesthesia ourself. Intravenous 
sions are started before the operative 
A right rectus 
incision is used, (Fig. 3) with lateral 
The 
abdomen is carefully explored for the 
presence of metastases or other path- 
ology. Nodules on the liver should be 
biopsied before they are accepted as 
metastatic carcinoma.’ The remaining 
colon and rectum should be examined to 


infu- 
proceedure is begun. 


retraction of the rectus muscle. 


rule out a second primary lesion. Col- 
cock has found that four to five per- 
cent of his patients with cancer of the 
colon had more than one carcinoma.‘ 
Before any attempt is made to mobilize 
the colon, the segment containing the 
malignant lesion is isolated as far as 
possible. One ligature is placed around 
the proximal transverse colon distal to 
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A.Clampi 
and Reson arteries 
B.Mesertery divided - 







of colic 


FIGURE 4 


the lesion and one around the terminal 
ileum.*:??_ The ileocolic, right colic, 
and right branch of the mid-colic ar- 
teries and veins are ligated at their 
origin (Fig. 4). 

The operation of choice for carcinoma 
of the right side of the colon is a one- 
stage right hemicolectomy with an end- 
to-end anastomosis of terminal ileum to 
transverse colon.’> The right hemicolec- 
tomy should include 20 cm. of the ileum, 
the cecum, the ascending colon, the 
hepatic angle and the first portion of the 
transverse colon.’ (See Figure 5.) 

Mobilization of the cecum, ascending 
colon and hepatic flexture is then 
started by incising the line of fusion 
(white line) (Fig. 3B) between the 
parietal and visceral peritoneum from 
the brim of the pelvis up to and around 
the hepatic flexture. As the colon is 
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mobilized medial-ward, the spermatic 
or ovarian vessels come into view. They 
form an excellent guide to the ureter 
which runs just medial and parallel to 
these vessels. As the upper ascending 
colon and hepatic flexture are mobilized, 
the second portion of the duodenum is 
carefully reflected. The mobilization of 
the colon is carried to the root of the 
mesentery, to the site of previous liga- 
tion of the mesenteric vessels. The ileum 
is then divided between clamps, on the 
bias, proximal to the previously applied 
ligature. The colon is divided beyond 
the area of ligation (Fig. 6). Less in- 
version is required if the bowel is di- 
vided with a knife, rather than cautery, 
since a certain amount of tissue is in- 
jured by the heat and required more 
inversion to obtain healthy tissue for 
the suture. After removal of the growth 











FIGURE 5A 


FIGURE 6 
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FIGURE 5B 








Right Colon Resected 
with [liotransverse Colostomy 


u of( A) col 
Hf and (B) ileum 


FIGURE 7 


with its mesentery, the ileum is anasto- 
mosed to the distal transverse colon, 
end-to-end, side-to-side, or end-to-side 
(Fig. 7). I prefer the open end-to-end 
anastomosis between the terminal ileum 
and transverse colon. This 
and anatomical, and 
leaves just one suture line, thus avoid- 
ing complications that may result from 
a blind, closed end of ileum or colon 
which is present, if an end-to-side, or 
side-to-side, anastomosis is used. Like- 


is more 
physiological 


wise, the open anastomosis allows for 
more accurate and meticulous _place- 
ment of sutures as well as permitting 
the examination of the open transverse 
colon with a sigmoidoscope to rule out 
associated polyps or lesions. This is 
important, unless a satisfactory air con- 
trast barium enema study has been 
carried out preoperatively. 


Approximately twenty-five percent of 
patients with carcinoma of colon have 
associated polyps, and these polyps are 
potentially or actually malignant.* 

The ileotransverse colostomy is per- 
formed by using two rows of inter- 
rupted sutures, fine interrupted intesti- 
nal catgut for the mucosal layer and 
interrupted silk sutures for the sero- 
muscular layer. 

A continuous suture tends to pro- 
duce some degree of constriction. If 
the colon has been adequately de- 
andthe 
obliquely, any remaining disparity in 


compressed ileum divided 
the size of the lumens of the large 
and small bowel can be corrected as 
the anastomosis progresses, After com- 


pletion of the anastomosis, the mesen- 


tery is carefully approximated on each 
side and the right lumbar gutter is 
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President's Page 


It Is Later Than You Think! 


Summer is nearly gone. What is generally considered our 
recreation and vacation period is essentially over. So let us take 
a fresh look at what is left of the present Academy year. 


Our next Annual Meeting and scientific Teaching Seminar 
marking the end of this present year will begin February 24, 1962. 
We had, from the April 1961 meeting, only 10 months in which 
to do 12 months work. We have already reached the point where 
only 6 short months remain in which to bring forth the fruit of 
our efforts. 


No medical-surgical organization is more active or progressive 
than its committees. Strong group action through committee func- 
tion lends real physical depth to all we accomplish as a society. 


The Presidential Bulletin with all committee appointments 
has long since reached your hands. The various chairmen should 
have by now laid the framework of their special and routine pro- 
cedures for the year. 


Certainly the Program and Convention Committees are at 
present hard at work to give you the best meeting you have yet 
attended. Incidentally, you may assist as individuals by sending 
in your registration card, or by taking the few minutes necessary 
to notify your secretary or your president of your intentions. 


Our printed program for the 1962 Teaching Seminar will be 
in your hands before October 1st. This early completion will assist 
circulation and influence many of your interested professional 
friends to make plans to attend, as well as entice even more of you 
to be present. — 





By the way, many of our ladies are showing us the way by hard 
work as members of the Organizational Committee of the Womans 
Auxiliary. Under the capable leadership of Mrs. Mary R. Weigel, 
their chairman, we are assured a well organized, active auxiliary 
following the meeting at the Hotel Fontainebleau in February. 
Let us urge our Ladies to be present and have a part in the found- 
ing and activation of this much desired organization. 


Individual members at this stage of the year may assist in the 
important procedure of selecting new members to be accredited 
and installed during the 1962 meeting. Now is the time to ap- 
proach your chosen candidates for membership. Obtain their com- 
pleted applications and see that they are returned to our central 
office so the Credentials Committee may act upon them well in 
advance of the annual meeting. 


For the closing months of this year, let us work diligently as 
committees and as individuals to bring to fruition all the plans 
and specific activities we have initiated toward making this the 
greatest year in Academy history. 


LYMAN M. McBrype, M.D. 





completely reperitonealized. We agree 
with Colcock that reperitonization of 
all raw surfaces is a part of good colon 
should be performed 
wherever possible, and is an important 


surgery and 
factor in the prevention of postoperative 
complications.‘ 

Occasionally, if a portion of the 
lateral abdominal wall has been resected 
along with a carcinoma of the cecum 
or ascending colon, a part of the 
omentum is used to complete reperitoni- 
zation of the right gutter. 


Then 500 ce. of 4% Neomycin solu- 
tion is used to irrigate the right gutter 
and peritoneal cavity, as well as the 
wound before closing. 


The wound is closed anatomically in 
layers, using “O” chromic catgut for 
the peritoneum and transversalis fascia, 
with eversion of the edges and inter- 
rupted silk “O” for closure of the ex- 
ternal fascia. Skin is approximated 
with any accepted method. 


Postoperative Care 
1. SCULTITUS BINDER 
2. LEVINE TUBE 
a. Placed on suction for 24 to 48 hours. 
. FLuips, BLOOD AND ELECTROLYTES AS 
INDICATED. 
. SEDATIVES 

a. Hydroxydihydromorphine HCl. (Nu- 
morphan, 1 cc. —1.5 mg.) every six 
hours intramuscularly 

. PERISTALTIC RESTORATIVE 

a. Prevention of, 

—Paralytic Ileus and Intestinal Atony. 

b. Dexpanthenol (d-panthothenyl alco- 
hol) (llopan) —250 Mgm. (1 cc) 
every 6 hours, intramuscularly for 24 
to 48 hours. 

. ANTIBIOTICS 

a. For first 24 to 48 hours—Intramuscu- 
larly, — Oxytetracycline (Terramycin, 
2 cc.) 250 Mgm. every six hours. 

. On return of Peristalsis—Oral Ad- 
ministration of—Neomycin Gm. 1.0 
and Sulfathalidine Gm. 1.5 every four 
hours. 

. EARLY AMBULATION 


. Liguips AND DIET As TOLERATED. 
a. With removal of Levine tube. 


Summary 


Cancer of the right colon occurs in 
middle or later life. 

Many of the early signs and symp- 
toms are ill-defined and may appear re- 
lated to other diseases of the digestive 


tract.. Cardinal symptoms are unex- 


plained anemia and weight loss. 


Because of a common and _ single 
blood supply of the right colon, the sur- 
gery is of necessity radical, and this 
may account for the better survival rate 
than in carcinomas of other portions of 


~~ 


the gastrointestinal tract. 

Early ligation of bowel, early liga- 
tion of blood vessels at the mesenteric 
root, and avoidance of handling the 
tumor give the best possible protection 
against malignant cell spillage and dis- 
semination, 

Intestinal sterilization allows for a 
one-stage operative procedure, and 
with meticulous and good surgical tech- 
nique, favors a low mortality rate in 
colon surgery. 
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WOMAN’S AUXILIARY, INTERNATIONAL ACADEMY 
OF PROCTOLOGY, TO SELECT OFFICERS IN FLORIDA 


The Woman’s Auxiliary of the International Academy of 
Proctology will select officers at its initial organizational meet- 
ing at the Hotel Fontainebleau, February 24 to March 1, 1962, 
Miami Beach, Florida. In response to many requests over the 


years, a Woman’s Auxiliary has finally been authorized by the 
Board of Trustees of the Academy. 
Only those who attend the meeting will be eligible to hold 


office. Further information may be obtained by writing to the 


President Pro Tem Organizing Committee, Woman’s Auxiliary, 
International Academy of Proctology, Mrs. Charles J. Weigel, 
7579 Lake Street, River Forest, Illinois. 
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IMPERFORATE ANUS 


Many of the congenital de- 
fects which come to our atten- 
tion represent the arrest of an 
otherwise normal embryologic 
development. It is not the in- 
tention of this paper to discuss 
the embryology of the develop- 
ment of the perineal region, as 
many descriptions are found in 
good text books. 


_—— anus is a term ap- 
plied to a complex group of interrelated 
anomalies involving the various struc- 
tures emerging through the perineal 
area of the body. Of the congenital ab- 
normalities that occur in the newborn 
child in need of surgical correction, 
imperforate anus is sometimes the most 
urgent and important. The most im- 
portant feature of this condition in im- 
perforate anus is the development level 
of the rectum and its relation to the 
levator ani muscle, 

Much has been written about the 
classification of the various types of 
imperforate anus, and several methods 
of classifying the different types have 
been recommended. Gross has applied a 
(Vol. 12, No. 4) August, 1961 
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numerical system. Other authors have 
used various descriptive terms. 

Anorectal usually 
classified. into four main types. In Type 
I, there is a stenosis of the anal muco- 
cutaneous junction of the lower rectum. 
This is due to the incomplete rupture 
of the anal membrane. No actual atresia 
is present. Type II is an imperforate 
anus with a persistent anal membrane 
enly. Type III is ananomaly in which 
the rectal pouch ends blindly at a vari- 
able distance above the perineum. In 
Type IV, the anus and lower rectum are 
normally developed. The upper rectum 
ends blindly at a variable distance 
above this distal portion. Fistulas may 
be present in any of the four types of 
anorectal anomaly but are more com- 
monly seen in Type III, and least in 
Type IV. Multiple fistulas are extremely 
rare. One of the most troublesome as- 
pects of the imperforate anus is the high 
incidence of fistulas between the gastro- 
intestinal tract and other organ systems 
of the skin. 

Fistulization occurs more commonly 


anomalies are 


Presented at the Thirteenth Annual Teaching 
Seminar, The Drake Hotel, Chicago, Illinois, 
April 11, 1961. 
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in the female than the male. In the 
female, the common abnormal commu- 
nications are recto-vaginal and recto- 
Recto-urinary fistula is an 
infrequent and rare occurrence. By 


perineal. 


contrast, it is the most common type 
encountered in the male. 

Clinical Picture: Inspection of the 
perineum in the newborn will usually 
disclose the presence of an imperforate 
anus. When the anal opening is normal, 
ihe recognition of the existence of the 
anomaly is usually made with subse- 
quent failure of the child to expel 
meconium. Further examination will 
reveal the fact that an interruption of 
the continuity of the bowel is present. 
A child with an imperforate anus takes 
his feeding in the usual manner for the 
first twenty-four hours before regurgi- 
tation commences. The abdomen gradu- 
ally distends. In the child where an 
internal fistulous communication exists. 
his condition may go unrecognized for 
a longer period of time. When a com- 
munication exists between the urethra 
and the rectum, the voided urine will 
be tinged with fecal material; when 
communication exists with the bladder, 
constant admixture of faeces with the 
urine is the rule. 

Communication between the rectum 
and the bladder or urethra are not in- 
frequently missed. The _recto-perinea! 


fistula is easily recognized. In the fe- 


male it lies between the vagina and the 
rectal dimple, and in the male it opens 
at the base of the scrotum or along the 
median raphe. 

In normal anatomy, the levator ani 
is a very important muscle layer because 
its central portion, known as the pubo- 
rectalis, can act as a sphincter if the 
bowel passes through it. This muscle, 
taking origin from the under surface of 


the pubic bone, curves around the pos- 
terior aspect of the anorectal junction 
to form a sling. By contraction, it in- 
creases the angle of the junction and 
closes the rectum. In some cases of 
imperforate anus, the bowel ends above 
the levator ani; whereas in others, it 
passes through the muscle sling into 
the vulva or perineum. There are other 
important features which distinguish be- 
tween these groups of cases. When the 
bowel end at a higher level, the major 
part ef the rectum which is responsible 
for producing rectal sensation is absent, 
and there is good physiologic evidence 
that this is one of the important features 
of the defecation reflex. 

According to Wood-Jones, the extra- 
peritoneal part of the definitive rectum 
is formed from the hind gut, which is 
represented in the high imperforate anus 
by the terminal centimeter or two of 
bowel. Theoretically, this bowel is cap- 
able of producing some sensation, and 
it is important not to remove it or 
damage its nerve supply. Therefore, 
wide surgical mobilization would de- 
stroy these nerves. During the opera- 
tive correction of this deformity, mobili- 
zation of the rectum should be reduced 
to the minimum compatible with ob- 
taining sufficient length to bring it down 
to the perineum. The nerve supply to 
the bladder must be avoided during the 
pelvic dissection by creating a tunnel 
for the bowel as far posteriorly as pos- 
sible on the sacrum, and during the 
perineal part of the operation care 
should be taken to separate the levator 
ani from the posterior aspect of the 
prostate and urethra so that the rectum 
may be drawn through the normal ano- 
rectal angle for the sphincter action 
of the levator ani muscle. 

The treatment of imperforate anus 
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of Types I and II appears to be well 
established, and the results are reason- 
ably good. Type IV is rarely seen. Type 
III imperforate anus is by far the most 
frequently observed form of this 
anomaly, and has continuously pro- 
vided the major problems in therapy. It 
is generally conceded that the abdomino- 
perineal procedure is the operation of 
choice best calculated to accomplish 
this. 

For the purpose of treatment of Type 
III] imperforate anus, four primary sur- 
gical procedures have currently been 
used, One of these, the colostomy, has 
generally been restricted to poor risk 
patients when Two 
primary definitive procedures are avail- 
able—the replacement of the anus in 
its normal position by perineal dissec- 
tion alone, or often “proctoplasty,” an 
abdomino-perineal replacement of the 
anus. The fourth procedure is simple 
dilatation of an external fistula which 
is sufficiently wide to reach a normally 
functioning state without other therapy. 
It is generally agreed that secondary 
definitive operations are to be avoided 
if possible, since it is well known that 
repeated surgery on or about the peri- 
neum causes less likelihood of good 
results, 


used primarily. 


The following application of these 
procedures is based upon the experi- 
ence with this type of anomaly in 
some of the larger children’s hospitals 
throughout the country: 

Abdomino-perineal replacement for 
either male or female in the absence of 


fistula, in the male with a recto-urinary 
fistula, and in the female with a vesico- 
vaginal fistula. Proctoplasty or dilata- 
tion of fistula in the male with a recto- 
perineal fistula and in the female with 
recto-fourchette or recto-perineal fistula. 
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Recto-vaginal fistula are many times 
found near the fourchette. The recto- 
perineal fistula is easily recognized. In 
the female, it lies between the vagina 
and the dimple, and in the male it opens 
at the base of the scrotum or along the 
median rahpé of the scrotum. 

There is considerable dispute about 
the proper age for operating upon in- 
fants with imperforate anus, and the 
recto-vaginal or recto-perineal fistula. 
If the perineal fistula is very small, it 
may require dilatation sufficient so that 
evacuation of gas and meconium ispos- 
sible. Recto-vaginal fistulae are usually 
large enough to allow bowel evacuation 
without dilatations. 

The operative techniques for ab- 
domino-perineal procedure have been 
described in several of the relatively 
recent publications and textbooks with 
excellent of the author’s 
operative procedures. 

Case Report: G.L.L.; this was a 
white, 24-year-old female referred for 
consultation. Physical examination re- 


illustrations 


vealed the rectum to enter the vagina 
through the posterior vaginal wall about 
three centimeters proximal to the four- 
chette. The external sphincter fibers 
could be palpated and were observed to 
contract on stimulation. 

Because of the presence of an exist- 
ing pregnancy, corrective surgery was 
deferred until a later date. At term, a 
caesarean section was performed by her 
obstetrician and an inspection of the 
lower rectum at that time was possible. 
No further abnormalities were discov- 
ered. Five months postpartum, a perineal 
anoplasty was carried out, transplanting 
the rectum to its proper position and 
repairing the vaginal floor.. Complete 
anal control returned within a short 
period of time. > 
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Summary 


A combined abdomino-perineal 
operation is advised for use in the 
patients with recto-vesical and recto- 
urethral fistula. 

Colostomies are rarely indicated 
for congenital anomalies of the anus 
or rectum. Postoperative dilatation of 
the new anus is a vitally important 
part of the treatment. Postoperative 
management of imperforate anus is 


just as important as the operation. 

Greater attention to anatomic de- 
tail during the operative treatment, 
and mobilization of the rectum 
should be reduced to the minimum 
compatible with obtaining sufficient 
length of bowel to bring it down to 
the perineum. 
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HOTEL RESERVATION 





INTERNATIONAL ACADEMY OF PROCTOLOGY 


14th Annual Teaching Seminar 


Feb. 24 to March |, 1962 © Miami Beach 


HOTEL FONTAINEBLEAU, Miami Beach, Florida 


RATES: $20.50 per person per day—double occupancy 
Modified American Plan (2 meals—breakfast and dinner) 


Single Rate — $34.50 per day 


Arrival date 


City and state . 


Complete and mail this form to the Fontainebleau now. @ All reservations are subject to confirmation. 
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The Relationship of 


Adrenal Cortex Functions 


to Disease 


This essay concerns the 
hypothesis of Professor Hans Selye' 
that the 
non-specific stress—either an increase 


adrenal-cortical response to 
or an imbalance in its secretion of hor- 
mones—is a primary cause of disease. 
Addison’s disease, Cushing’s syndrome. 
virilism, primary aldosteronism, and 
certain mixed syndromes do represent 
dysfunctions of the adrenal cortices. 
But what is the role of the adrenal cor- 
tex in the “diseases of adaptation?” 

The following evidence supports an 
interest in the problem: 

@ ACTH, cortisone, hydrocortisone, 
and a host of synthetic derivatives of 
hydrocortisone can suppress the symp- 
toms of a large number of human dis- 
eases, most of which are classified as 
The growth of 
some cancers can be retarded by these 


inflammatory diseases. 


hormones. Theres no satisfactory evi- 
dence that the hormones cure these dis- 
eases or that any form of adrenocortical 
insufficiency is represented by them. 

@ Removal of the adrenal glands may 
be followed by amelioration of diabetes, 
(Vol. 12, No. 4) August, 1961 
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hypertension, and certain cancers in ex- 
perimental animals and in patients. 

@ Overdosing experimental animals 
with one or another corticoid can cause 
a great deal of interesting pathology, 
including steroid diabetes, hypertension, 
arteriosclerosis, cerebral hemorrhages, 
gastrointestinal ulcers, nephritis, nephro- 
Re- 


sistance to infections is dramatically 


sclerosis, periarteritis nodosa, etc. 


suppressed in animals and patients with 
severe hypercorticalism. 

@ As discovered by Skelton,’ enucle- 
ation of adrenal glands in the sensitized 
rat (unilateral nephrectomy, high so- 
dium load) is followed by hypertension 
and renal and cardiovascular lesions. 

@® Wexler and Miller® claim that small 
doses of ACTH cause an increase in the 
incidence and severity of renal-cardio- 
vascular lesions which occur in aging 
breeder rats. In addition, there are a 
host of observations which implicate the 
adrenal 


cortices in various diseases, 


Dr. Ingle is Professor and Chairman, Depart- 
ment of Physiology, The University of Chicago. 
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such as changes in the morphology and 
secretory activity of these glands in 
one disease, or another, or, more com- 
monly, changes in the metabolites of 
adrenal steroids found in blood and 
urine. 


The general weaknesses of the Selye 
concept are: first, much of the support- 
ing evidence is based on conditions 
which do not occur naturally; second, 
there is lack of evidence that nonspecific 
stress can cause disease under naturally 
If such evidence 
were available, it would remain to be 


occurring conditions. 


shown that the adrenal glands must be 
present for the disease to be produced. 


Pathogenic Effects of Steroids 
Deoxycorticosterone and other so- 
dium-retaining steroids are damaging, 
especially if given along with an ab- 
normally high load of sodium chloride, 
to’ an animal fusually the rat) whose 
renal system is crippled by uninephrec- 
tomy. These animals may develop se- 
vere hypertension and sclerosis of ves- 
sels in the heart and kidney. 
doses of these steroids 


Large 
over several 
weeks can cause some hypertension and 
some pathology in normal rats on a 
commercial diet which contains approxi- 
mately one percent salt. If the salt in- 
take is reduced to the smallest amount 
needed by the animal, hypertension and 
renal-cardiovascular pathology do not 
Some of the artificial steroids, 
such as 2 a-methyl, 9 a-chlorocortisol, 
have greater pathogenic potency than 
any of the naturally occurring hor- 
mones. 


occur, 


Aldosterone can cause lesions 
in the salt-loaded animal, but it is a less 


effective damaging agent than was once 
expected. 


Cortisone, hydrocortisone, and whole 
adrenal cortical extract are each patho- 
genic when given in large doses to uni- 


nephrectomized salt-loaded rats. Cor- 
tisone and hydrocortisone are compara- 
They 


cause only a moderate rise in blood 


tively weak sodium-retainers. 
pressure, and the renal lesions are more 
likely to resemble chronic nephritis than 
nephrosclerosis. Necrosis may occur in 
cardiac muscle; it is believed to be re- 
lated to potassium loss. Unless animals 
overdosed with cortisone or hydrocorti- 
sone are treated with antibiotics, many 
foci of infection can be found in heart 


and kidney and elsewhere. 


Injurious Effects of Other Hormones 

It was claimed by Wexler and Miller’ 
that small doses of ACTH cause an in- 
crease in incidence and severity of the 
renal-cardiovascular lesions which oc- 
cur spontaneously in discarded breeder 
female rats from the Sprague-Dawley 
farms. Wilgram and Ingle* have given 
small, moderate, and large doses of 
ACTH to similar rats with negative re- 
sults. In other experiments we have 
found that, if very large doses are given 
(16 units or more of long-acting ACTH 
per rat per day) to uninephrectomized, 
salt-loaded male rats, lesions of the kid- 
ney and heart occur which are rather 
different from those caused by overdos- 
age with steroids. These animals be- 


come host to disseminated infections 
which can be partially but not comp'etely 
suppressed by treatment with antibi- 
otics, The lesions include active pyelo- 
nephritis with extensive cast formation, 
suppuration, and necrosis. It is pos- 
sible that the rise in blood pressure in 
some of the animals overdosed with 
ACTH may be secondary to renal dam- 
age caused by infection. 

Selye’ has shown that the administra- 
tion of hypophyseal growth hormone to 
uninephrectomized rats given saline to 


drink is followed by an increase in the 
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incidence and severity of renal-myo- 
cardial lesions. His data show that 
there is an accompanying rise of more 
than one hundred percent in the volume 
of saline which these animals drink. 
This may be the primary cause of patho- 
logical changes. We have given growth 
hormone to uninephrectomized _ rats 
eating a four percent sodium chloride 
diet and drinking tap water (Crane,° 
et al.) They ate, ad libitum, twenty per- 
cent more on the average of the high 
salt diet. Their average blood pres- 
sure was slightly higher than normal, 
but pathological changes were not much 
greater than control values in the group 
given amounts of growth hormone 
which accelerated gain in weight and 


caused polydipsia. Further study of 


the pathogenic effects of growth hor- 


mone is required before the mechanisms 
whereby it can cause disease can be 
understood. 

Lehr’ has 


others’ evidence that the hormones of 


reviewed his own and 
thyroid and parathyroid can aggravate 


the development of renogenic and 


reniprival cardiovascular diseases in 
the rat. Although these observations 
will not be discussed here, it is impor- 
tant to note that under certain labora- 
tory conditions these hormones affect 
the development of experimentally in- 
duced diseases. 

Adrenal Enucleation The adrenal of 
the rat can easily be enucleated by clip- 
ping off the distal tip of the gland and 
popping the remaining cortex from its 
capsule by gentle pressure on the sides 
of the gland. 
cells remains attached to the capsule, 


A layer of glomerulosa 


and cortical tissue regenerates from this 
remnant. When adrenal enucleation is 
done in the uninephrectomized _ rat 
given a high salt load (either one per- 
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cent saline to drink, or four percent salt 
diet), the animal develops hypertension 
and renal-cardiovascular disease after 
three, or four, weeks of adrenal re- 
generation. For unknown reasons, the 
rats drink increased amounts of saline 
during the adrenal 
cortices. Although an abnormally high 
salt load and uninephrectomy are both 
necessary conditions, we have here a 
kind of hypertensive vascular disease 
which seems referable to something hap- 
pening within the adrenal cortex itself. 

Initially the hypothesis 
seemed plausible. Since the remaining 


regeneration of 


following 


glomerulosa cells secrete aldosterone, a 
powerful sodium-retaining hormone, it 
was supposed that an excess of aldo- 
sterone and a subnormal amount of 
glucocorticoids are secreted while the 
enucleated adrenal gland is regenerat- 
Direct studies* of the secretory 
products of the regenerating cortex have 


ing. 


failed to show either an excess of aldo- 
sterone, or an abnormal secretory pat- 
tern of steroids. It has been postulated 
that, during the phase of cortical insuf- 
ficiency which follows adrenal enuclea- 
the vascular 
normally sensitive to steroids so that 


tion, tree becomes ab- 
when secretion is renewed in the regen- 
erating gland, the subnormal secretion 
of steroids now behaves like an excess. 
This is not the only interpretation that 
can be made of these puzzling results. 
We suppose that the intact adrenal gland 
of the salt-loaded animal can suppress 
its secretion of sodium-retaining steroids 
to a minimum, although not to zero. 
The salt-loaded animal with enucleated 
adrenals may be less able to suppress 
the secretion of Jodium-retaining §ster- 
oids while the adrenal is regenerating. 
A comparison of the secretory products 
of normal and regenerating adrenal 
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glands should be made under condi- 
tions of both minimal and high salt 
intake. 

It seems possible that adrenal-regen- 
eration hypertension may be due to the 
trouble the animal has in excreting salt 
—because a high salt load and crippling 
of the excretory capacity by unineph- 
rectomy are both necessary conditions. 


Stressors When uninephrectomized 
salt-loaded rats are exposed to cold for 
several weeks, they develop nephro- 
sclerosis and hypertensive vascular 
disease.*'? Some animals develop cere- 
bral hemorrhages. 
changes are associated with increased 
voluntary consumption of the high salt 
diet. When the diet is restricted to the 
amount normally eaten at room tem- 
perature and the animal is allowed to 
drink sugar water to meet its need for 


These dramatic 


extra energy, only a small increase in 
damage to the renal-cardiovascular sys- 
tem is observed. When uninephrectom- 
ized rats kept at room temperature are 
tube-fed as much of the high salt diet 
as is eaten, ad libitum, by cold-exposed 
rats, the extent of damage is almost 
the same in both groups.’° 

No other stressor has been found to 
cause nephrosclerosis and hypertensive 
vascular damage in the rat.'' There is a 
small rise in blood pressure and some 
increase in inflammatory changes in 
kidneys and hearts of uninephrectomized, 
salt-loaded rats subjected to laparotomy 
once each week, or a burn once each 
week, or limb-ligation shock once each 
week for eight weeks. The stress of re- 
peated hemorrhages, fractures, neuro- 
muscular excitation, injections of di- 
luted formalin, and the repeated excision 
of skin were each ineffective. 

No form of stress has been found 
that will reproduce the “diseases” 


caused by corticoid overdosage in either 
the intact or uninephrectomized rat on 
a normal diet, 


Salt-Loading For many years some 
clinical investigators have considered 
that a higher than necessary dietary 
intake of sodium chloride plays some 
etiologic role in the cardiovascular dis- 
eases of man, The reduction in blood 
pressure achieved by restriction of salt 
intake and, more recently, the demon- 
stration of the antihypertensive effects 
of naturetic agents lend support to this 
view (Smirk, et al.’*). We have con- 
firmed the observation of Meneely, et 
al,'® in showing that high dietary loads 
of sodium chloride cause severe hyper- 
tension and renal-cardiovascular dam- 
age in uninephrectomized rats and 
somewhat milder changes in intact rats. 
The development of these changes in the 
salt-loaded rat is greatly affected by 
adrenalectomy, as we have shown,"* but 
the correlation between availability of 
adrenal hormones and _ pathological 
changes is not complete. Even in the 
adrenal-insufficient rat, there is still a 
positive correlation between salt-load, 
elevation of blood pressure, and patho- 
logical changes in the heart and kidney; 
and recent experiments'® have shown 
that, if the uninephrectomized, adrenal- 
ectomized rat is salt-loaded for six 
months and longer, it can develop hy- 
pertensive vascular disease in the ab- 
sence of adrenal hormones. Adrenal 
cortical insufficiency delays but does 
not permanently prevent the damaging 
effects of salt-loading. It 
seems improbable that  salt-loading 
causes an increase in the secretion of 
adrenal steroids; all the available evi- 
dence indicates that a high salt load 
suppresses the secretion of aldosterone, 
the most potent sodium-retaining com- 


long-term 
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pound known among the natural ster- 
oids, But salt-loading does not wholly 
abolish the secretion of sodium-retain- 
ing steroids; the basal secretion by the 
adrenal cortices may have some obliga- 
tory sodium-retaining action. The adre- 
nalectomized rats drink less water than 
do the non-adrenalectomized rats when 
both groups receive the same load of 
sodium chloride but no exogenous hor- 
mone (Crane and Ingle'*). It can be 
supposed that the adrenally-insufficient 
animal can rid itself of sodium chloride 
more easily than can the eucortical 
animal and, therefore, the pathological 
effects of a salt load are diminished. 
We have not fully tested this hypothesis. 

The salt-loaded, adrenalectomized rat 
with one kidney removed is very sensi- 
tive to adrenal cortical extract (ACE) .'® 
Doses of ACE which are too small to 
correct all the metabolic aberrations of 
adrenal cortical insufficiency cause hy- 
pertension in animals on a diet contain- 
ing four percent salt. Here again we 
assume that the intact adrenal glands 
can suppress the secretion of sodium- 
retaining steroids to a significant ex- 
tent, but the rat given a uniform amount 
of ACE, although small, has a fixed ex- 
cess of exogenous sodium-retaining 
hormone coexisting with a deficiency 
of glucocorticoids. It is possible to cause 
nephrosclerosis and cardiovascular dam- 
age by giving doses of ACE much 
smaller than those required to maintain 


optimal resistance of adrenalectomized 
rates to severe stress.’? 


Production of Renal Cardiovascu- 
lar Disease in Adrenalectomized 
Rats: Exposure to Cold. Crane, Baker. 
and Ingle’* have demonstrated renal- 
cardiovascular pathology 
ectomized rats exposed to cold, All the 
rats were uninephrectomized and ate a 


in adrenal- 
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four percent salt diet, ad libitum. Adre- 
nalectomized rats were treated with 
maintenance doses of ACE. Both adre- 
nalectomized and non-adrenalectomized 
rats were subdivided into groups which 
were adapted to low temperature and 
kept at 3 to 4°C for sixty days and 
groups which were kept at room tem- 
perature. Both adrenalectomized and 
non-adrenalectomized rats exposed to 
cold showed equally marked gross and 
microscopic damage to hearts and kid- 
neys. The role of the adrenal glands in 
causing the pathology in the cold- 
exposed rats is uncertain for two rea- 
sons, First, food intake was not con- 
stant; the animals exposed to cold ate 
more of the high salt diet than did con- 
trols at room temperature. Second, the 
amount of ACE (4 cc. per rat per day) 
used for replacement therapy was asso- 
ciated with some increase in _renal- 
cardiovascular pathology when the com- 
parison was made with non-adrenalec- 
tomized rats at room temperature. 

Methylandrostenediol, Large doses of 
methylandrostenediol (MAD) cause se- 
vere hypertension with cardiovascular- 
renal damage in the salt-loaded unineph- 
rectomized rat.° Such animals develop 
edema when fed a 4 percent sodium 
chloride diet by stomach tube, thereby 
indicating sodium-retaining effects of 
this synthetic steroid. Adrenalectomy 
protects the rat against the damaging 
effects of MAD; but when adrenalec- 
tomized, uninephrectomized, salt-loaded 
rats are maintained on small doses of 
ACE, MAD causes hypertension and 
renal-myocardial damage quite as se- 
vere as can be produced in the presence 
of the adrenal glands, 

Salt-loading. It was noted above that 
the pathogenic effects of salt-loading 
are much less severe in the adrenalec- 
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tomized rat. Recent studies by Young, 
Wilgram, and Ingle’® in this laboratory 
show that when salt-loading is contin- 
ued over longer periods of time—from 
six months to a year—hypertension 
with renal-cardiovascular pathology does 
develop in adrenalectomized-unineph- 
rectomized rats in the absence of hor- 
monal therapy. Fregly'’® has also found 
salt-loading to cause hypertension in 
the untreated adrenalectomized rat. 
General Discussion 

The phrase “diseases of adaptation” 
has an appeal which has led to its wide 
acceptance without a precise definition 
of its meaning. That it has some gen- 
eral meaning we do not deny, for it 
would be difficult to define disease with- 
out implying some failure of adaptive 
mechanisms, or to define stress in a 
way which would exclude any cause of 
disease as being a stressor. When, how- 
ever, disease is experimentally produced 
from a complex pattern of causes, it is 
necessary to select those factors which 
we believe to be of primary importance. 

Selye’ is the principal protagonist of 
the theory than an alteration in adrenal- 
cortical function as a result of exposure 
to stress is a primary cause of many 
human diseases. The hormones of the 
adrenal cortex are necessary for life 
and for the normal operation of many 
physiological processes, especially when 
these are pushed to the limit of their 
capacity to respond to severe stressors. 
The presence or absence of the adrenal 
cortical hormones also affects the proc- 
esses and signs of disease. The patho- 
genic effects of hormonal overdosage 
are established, but most substances are 
toxic when given in far greater than 
physiological amounts. Too little atten- 
tion has been directed to the 
question whether exposure to non- spe- 


basic 


cific stressors per se causes disease in 
laboratory animals or man under natu- 
ral conditions; the search for pathology 
has been more rewarding when done 
under highly abnormal conditions. 
The hypertensive cardiovascular dis- 
ease which develops in animals stressed 
by exposure to cold is related to the 
overload with the sodium chloride diet 
rather than to any increase in adrenal- 
cortical function associated with expo- 
sure to the stressor as postulated by 
Selye. Our view is substantiated by 
finding 
adrenal cortex extract permit the devel- 
opment of hypertension and its patho- 
logical lesions in the absence of the 


that small, constant doses of 


adrenal glands. 


The between adrenal- 
cortical hormones and the hypertensive 


relationship 
disease which develops in the salt- 
loaded animals not exposed to stress 
and in animals overdosed with sodium- 
retaining steroids may depend on the 
difficulty which the animal has in han- 
dling sodium and other electrolytes. 
The toxicity of sodium varies according 
to the ratio of sodium and potassium 
intake, Higher relative potassium intake 
partly ameliorates the pathological ef- 
fects of high salt loads (Meneely, et 
al,?° 
ameliorates the pathological effects of 
salt-loading, possibly because the adre- 
nal-cortical hormones—-in amounts nec- 


). Adrenal-cortical insufficiency also 


essary for life and vigor—have some 
obligatory sodium-retaining action, The 
adrenal-insufficient animal, if it is not 
in shock, may excrete more sodium per 
unit volume of urine than the animal 
with intact adrenal glands. Although 
this idea may be too simple, we believe 
that it deserves further study. 

It seems possible that the toxicity of 
sodium could be based upon its distri- 
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bution both inside and outside the cells, 
together with the accompanying imbal- 
ance of other electrolytes. Tobian and 
Redleaf?':** have demonstrated increased 
sodium, potassium, and water content 
of the arterial wall in experimental hy- 
pertension induced by either renal or 
endocrine mechanisms, The movement 
of sodium and water into cells and of 
potassium into the extracellular phase 
during acute pressor episodes has been 
reported (Friedman, et al.?°; Friedman, 
Nakashima, et al.24; Friedman, Scher- 
rer, et al.”°) and the close temporal as- 
shifts 
and blood pressure changes suggests a 
possible causal relationship at the cellu- 
lar level in 


sociation between these cation 


vascular smooth muscle. 
Some or all of the corticosteroids may 
affect these peripheral cation changes. 
Many physiological processes are influ- 
enced by their ionic environment, and 
it could be that their cation changes 
affect energy-yielding processes or the 
actual contractile mechanisms in vascu- 
lar smooth muscle, so leading to an 


alteration in peripheral vascular re- 
sistance and blood pressure level. 

Adrenalectomy also ameliorates ex- 
perimental hypertension caused by vari- 
ous forms of extensive renal injury 
which occur in the absence of increased 
salt-loading. Here the primary cause 
of hypertensive vascular disease appears 
to be related to the kidney, and yet 
adrenal hormones must be present to 
support the overt signs of the disease. 
The words “permissive cause” seem 
preferable to “active cause” in this 
situation, although the word “permis- 
sive” does not reveal the exact mecha- 
nism by which the corticosteroids sup- 
port hypertension. 

We have some insight into the gen- 
eral mechanism whereby the glucocorti- 
coids support diabetes even when it is 
due primarily to lack. Less 
glucose is formed from non-carbohy- 
drate sources during adrenal-cortical 


insulin 


insufficiency, and adrenalectomy enables 
the diabetic animal to utilize glucose 
once more. 


Summary 


Our experience in the experimental 
production of some of the so-called 
adaptation diseases is reviewed. 

From studies of hypertensive renal 
disease, diabetes 
mellitus, and neoplasms, we adduce that 


and cardiovascular 
there is no incontrovertible evidence 
that dysfunction of the adrenal gland is 
a primary cause of any of these experi- 
mental conditions. 


\ 


A certain level of adrenal-cortical 


hormone is necessary to permit the de- 


velopment of many of the metabolic 
and morphological manifestations of 
disease, but since this can be supplied 
by small, constant doses of adrenal- 
cortex extract in the absence of the 
adrenal gland itself, we consider that 
here is an example of the permissive 
or supporting action of hormones. 
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PEDIATRIC PROCTOLOGY 


HAROLD I. MILLER, M.D., D.A.B.S., F.A.C.S. 


Boston, Massachusetts 


Review of one hundred nineteen admissions 


to the pediatric surgical service 
of the Boston City Hospital 


| —_ its inception on July 
1, 1954, and December 31, 1960, there 
were 10,261 admissions to the Pediatric 
Surgical Service of the Boston City 
Hospital. Each admission does not neces- 
sarily represent a different patient since 
admission are numbered in sequence. Of 
these, 119 were of major proctologic 
interest, comprising about one percent. 
The patient population of the Boston 
City Hospital is in large part one of self- 
referral, and the range of problems 
resembles that of any general hospital, 
and represents a reasonably average 
distribution of pathology. 

Aside from the congenital anomalies, 
the presenting complaints differed little 
from those of adults: pain, a mass, pro- 
trusion, itch, changes of bowel habits, 
and bleeding. There were no malignant 
problems. 

The painful conditions were repre- 
sented by fissure-in-ano, incarceration of 
a prolapsus, and infection. The masses 
noted were prolapse, hemorrhoids, 
polyps, and abscesses. Itch, as such, 
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was an uncommon presenting complaint 
for admission. Most patients with this 
as their primary concern were treated 
in the Out-Patient Department. However, 
patients with discharge from several 
sources and hemorrhoids also com- 
plained of itch. Changes of bowel habits, 
particularly constipation, were asso- 
ciated with a wide range of conditions— 
fissure, hemorrhoids, bleeding, fecal im- 
paction, and the two common congenital 
proctologic anomalies. 

The 119 admissions for proctologic 
problems were as follows: 
Rectal bleeding of undetermined origin 17 
Fissue-in-ano 
Rectal prolapse 
Polyps 
Pilonidal disease 
Hirschsprung’s disease 
Imperforate anus 
Rectal and sacral abscesses 
Hemorrhoids 
Fecal impaction 
Fistula-in-ano 
Hemangioma 








RECTAL BLEEDING (These seventeen ad- 
missions were undiagnosed ) : In general, 
once a satisfactory workup was _per- 
formed and the cause of bleeding not 
found, further admissions for bleeding 
were not likely to be rewarded with a 
positive diagnosis. In one patient, there 
were eight admissions without finding 
a cause and in one patient five admis- 
sions without finding a cause. 

FissurE-IN-ANo (Seventeen patients 
ranging in age from three months to seven 
years): Thirteen of these had bleeding. 
Six were noted to have constipation or 
pain. Treatment varied from attention 
to bowel habits to classic excision. Four 
patients were treated by dilatation and 
three by excision. Recurrences were ap- 
parently uncommon, because there was 
only one readmission. This was in a 
child who was noted to have a posterior 
midline fissure since shortly after birth 
and who did not heal on a conservative 
regime. After excision there were no 
further admissions. 

RectaL Prowapse (Fifteen Admis- 
sions): There were no cases of prociden- 
tia. Most occurred with constipation. One 
occurred with diarrhea due to salmonel- 
losis. Mild rectal bleeding was common. 
Most patients were investigated and 
treated with a conservative regime and 
attention to bowel habits. Three patients 
recurred after being instructed in a con- 
servative regime. One Thiersch proce- 
dure was performed with a good result. 

Potyps: The patients with polyps 
presented themselves in one of three 
ways: rectal bleeding, prolapse of a 
polyp, or the polyp being felt incidental 
to other examinations. No polyps that 
were removed were malignant. One pa- 
tient was noted to have a polyp which 
prolapsed and was spontaneously ampu- 
tated while in the hospital. In a second 


patient, a polyp was seen on one occa- 
sion and after multiple enemas and a 
barium enema was not seen again, pre- 
sumably having detached. In three ad- 
missions, a polyp was removed through 
a colostomy. In five admissions, polyps 
were removed endoscopically. No pa- 
tient was seen in whom a polyp recurred 
at the site of surgery. 

PiLoniDAL Disease (Twelve Admis- 
sions): Six had acute abscesses. Of the 
three cultured, staphylococci were the 
predominating organisms. The youngest 
patient was two-years-old. Four had ex- 
cision with primary closure. Of these, 
one recurred with abscess formation 
two years later. 

MEGACOLON (Twelve 
Five patients had Swenson pull-through 


Admissions): 


operations. There were no deaths but 
several of the patients had prolonged. 
complicated, and difficult hospital stays. 
IMPERFORATE ANUs (Ten Admis- 
sions): Five of these were in newborn 
infants. Two patients had a rectovaginal 
fistula and two had a rectoperineal fis- 
tula. All patents survived except one 
who died of cor triloculare biatrium. 
One patient was readmitted for treat- 
ment of rectal mucosal prolapse. This 
responded to conservative treatment. 
One patient was readmitted for treat- 
ment of stenosis—dilatation was per- 
formed under anesthesia. One patient 
was readmitted for treatment of an asso- 
ciated genitourinary tract anomaly. 
RecTAL AND SAcRAL ApscessEs (Nine 
Admissions): Of six cultured, five had 
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NO. OF FISTULA & PROLAPSE & CRYPTITIS & HEMOR- 
AUTHOR CASES FISSURE ABSCESS PROCIDENTIA PAPILLITIS RHOIDS 
Gant' 263 25 19 17 
Mentzer’ 147 47 12 13 5 4 
Murray* 100 38 8 18 
Schapiro' 2700 129 53 83 12 25 





hemolytic Staphylococcus aureus and 
one had hemolytic streptococci. None 
cultured colon bacillus. The youngest 
patient was twelve-months-old. All had 
a benign course and were either incised 
or drained spontaneously. Antibiotics 
were not used. No patient was read- 
mitted with a fistula. 


Two patients were discovered to have 
fistulas on routine physical examination. 
One patient with rectal bleeding was 
found to have only a fistula-in-ano. All 
were treated by fistulotomy. There were 
no readmissions, 

HEMANGIOMA: One two-year-old pa- 
tient with rectal bleeding was noted to 


HemorrHoIws (Five Admissions): have multiple tiny hemangiomas of the 
Two patients had combined prolapsed rectum and colon. No treatment was 
internal-external hemorrhoids treated given and the patient was lost to follow- 


by a classic dissection technique. One of 
these had a previous admission for pro- 
lapse of a “small mass.” At a second 
admission, typical prolapsed combined 
hemorrhoids were present and_ treated 
by surgery. One patient had a prolapsus 
reduced and one had rectal bleeding not 
treated further. The fifth admission was 
for a posterior midline hemorrhoid 
present since birth and excised at the 
age of three and one-half years. 

FecaAL Impaction (Four Admis- 
sions): There were four patients hospi- 
talized with this. In each, the diagnosis 
was made on digital examination. All 
patients were constipated, One had _ in- 
testinal obstruction due to diffuse and 
high fecal impaction. Two patients had 
abdominal pain and leukocytosis which 
cleared with enemas. 

Fistuta-In-ANo (Three Admissions) : 
There were three patients with this 
disease. All had uncomplicated fistulas. 
In none was there a previous history of 
abscess. The youngest patient was two- 
years-old and the oldest seven-years-old. 
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up. 

Discussion The table shown above 
reveals the comparative frequency of 
ano-rectal diseases as reported by vari- 
ous authors. 

When a child bleeds rectally, in addi- 
tion to a complete history and physical 
examination, there should be performed 
screening for bleeding disease and then 
digital examination, anoscopy, sigmoido- 
scopy, Multiple 
causes of bleeding in one patient are 


and barium enema. 


most uncommon. In two-thirds of the 
cases, the diagnosis can be made by 
inspection, digital examination, and en- 
doscopy. It is our feeling that the great- 
est error of omission is the failure to 
use an anoscope, since fissure is the 
single commonest cause of bleeding and 
since it is easy to miss a fissure with a 
sigmoidoscope. Once a complete workup 
has been performed and no cause found, 
it has been the experience of many phy- 
sicians that the study of subsequent epi- 
sodes of bleeding will not be rewarding. 
Laparotomy to diagnose the cause of 
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bleeding is successful in only about 
fifty percent of the cases. 

The problem of rectal bleeding in 
children was reported by Oeconomo- 
poulos last year.° Of one hundred cases 
at the Boston City Hospital, the break- 
down was as follows: 


w 
— 


Anal fissure ... 

Enterocolitis ... 

Unknewn 

Intussusception 

Polyps reeled eit! 
Rectal prolapse ....... 
Laceration from foreign body .. 
Proctitis 

Hemorrhagic disease of the newborn . 
Fistula-in-ano .... 

Primary thrombocytopenia 
Hemangioma 


= NO 
om 


—— me et CD UA ~] ~) 


It is of some significance that in two- 
thirds of these patients the cause was 
found by anorectal examination. Seven- 
ty percent of the polyps were palpable 
on rectal examination. 

In the infant, the sacrum and coccyx 
are straight and almost vertical and the 
rectum-anal canal tube is straight and in- 
securely attached. As the child grows 
older, the relation of sacrum and rectum 
become more adult in pattern. The 
sacrum develops a posterior concavity 
and the coccyx is drawn forward by the 
levator ani muscles. The straight rectum- 
anal canal tube then changes its contour 
and the rectum angles back sharply from 
the anus. There is better support to the 
rectum and the trauma of oncoming stool 
is directed predominantly to the poste- 
rior arc of the rectum. This explains 
why prolapse occurs less frequently as 
the child grows older and why fissures 
of the adult type and fistulas tend to 
occur most in the posterior position in 
children over the age of two as in the 
adult. In our series, the oldest child with 


prolapse was two and one-half years old. 
Only one of our patients with hemor- 
rhoids was under two and all our pa- 
tients with fistula were over two. Three 
of our patients with abscess were under 
two and six older. 

The origin of fissure in the newborn 
most likely represents direct trauma and 
may be lateral whereas in the older 
child it more likely represents a manifes- 
tation of infection beginning as posterior 
cryptitis. Cryptitis as well as fissure are 
frequently overlooked, because anoscopy 
with a hooked probe is not routinely 
used. Once the crypts and anal ducts 
and glands become infected, the direc- 
tion of spread determines whether a 
fissure or an abscess-fistula will result. 
Certainly the fissure is more common. 
Most fissures occur between the ages of 
four and twenty-four months. Many of 
these are lateral. In older children, the 
adult pattern is followed. Fissures in 
infants are treated medically with atten- 
tion to hygiene, softening the stool, 
small installations of oil, and dilatation. 
The dilatation of anoscopy and sigmoi- 
doscopy is often enough. In children who 
have a feeding crypt and undermining, 
excision of the area is advised. 

It is of interest that hemolytic Staphy- 
lococcus aureus was the common offend- 
ing organism in our cases of rectal 
abscess. None cultured colon bacilli. In 
this small series no patient returned 
with a fistula. 

Hemorrhoids as a source of bleeding 
are uncommon in children. The common 
sources of bleeding are fissure, intussus- 
ception, polyps, and prolapse. It is also 
of interest that the rectal mucosa of an 
infant is redder than that of an adult 
and may be mistaken for hemorrhoids. 
This color may be deepened further by 
straining during examination. The ante- 
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cedents of hemorrhoids—upright stat- 
ure, infection of perivascular structures, 
poor vein support, and lack of valves 
in the hemorrhoidal veins—usually must 
be present for a significant period of 
time. One explanation for their infre- 
quency in children is that there are 
functioning valves in the middle and 
inferior hemorrhoidal veins in the fetus 
and infant which later become nonfunc- 
tioning.® External hemorrhoids and peri- 
anal hematomas, have not been a com- 
mon cause of admission; in fact. there 
were none in our series. Certainly evac- 
uation of the hematomas gives good 
pain relief and this should be done if 
rapid symptomatic improvement does 
not occur in a reasonable period. 
Although prolapse and _procidentia 
may improve or possibly disappear later 
in childhood, they should be treated 
when first seen. The reason for this is 
that each time occurs _ it 
stretches the sphincters and supports of 
the rectum so that prolapse can occur 


prolapse 


with greater ease with subsequent bowel 


movements. Prolapse involves only the 
mucosa and submucosa and _ presents 
as radial folds of mucosa protruding 
through the anus. Procidentia involves 
all coats of the rectal wall and presents 
as a mass with circular rugal folds of 
mucosa parallel to the anal surface 


caused by contraction of the circular 
muscle fibers of the rectum. There is a 
wide spectrum of treatment which should 
begin with gentle reduction, improve- 
ment of hygiene and nutrition, and cor- 
rection of disturbed bowel habits. In the 
milder forms, sclerosing therapy is a 
valuable addition to treatment. In more 
severe forms, the Thiersch procedure 
is helpful. Once there is a peritoneal 
sac, more complicated surgical therapy 
is in order. 

Almost three-fourths of polyps are 
felt rectally. The standard type of in- 
vestigation applied to adults should be 
applied to children. Many are asympto- 
matic. Others may cause bleeding, ane- 
mia, abdominal] distress and diarrhea 
or may prolapse. Occasional polyps un- 
dergo autoamputation. The malignant 
potential is thought by most authors to 
be extremely low. The frequency of 
colonic polyps reaches a peak at the age 
of three and one-half years. There are 
wide variances of opinion as to proper 
therapy. It is our feeling that the polyp 
should be completely removed, prefer- 
ably in one piece, and then the base 
fuleurated. 

Since there are many authoritative 
papers on Hirschsprung’s disease and 
imperforate anus, these will not be dis- 
cussed here. 
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Preparing the Psychiatric 


Patient for Surgery 


HILDA 


In a discussion concern- 
ing the preparation of the 
psychiatric patient for 
surgery, the immediate 
questions are: 1. What 
constitutes a _ psychiatric 
patient? 2. How much 
preparation will time al- 
low? 

Neither of these ques- 
tions is simple to answer; 
but I would like to illus- 
trate various types of dy- 
namics which may be in 
operation, primarily be- 
cause of the interest in 
the results. 
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EFFGEN, M.D., Boston, Massachusetts 


The institutionalized psychot- 
ic is not difficult to recognize, and when 
surgery is a necessity, there is often 
sufficient emergency in terms of life or 
death that a so-called working through 
of a dynamic psychotherapeutic process 
prior to surgery is impossible. 

On an in-patient psychiatric service 
then, pre- and postoperative management 
become difficult, depending upon the 
psychic state. For example, in that 
group consisting of agitated depressions, 
surgery is frequently welcomed, because 
this type of patient has such a strong 
unconscious sense of guilt for uncom- 
mitted crimes, that the pain they have 
fulfills their need for punishment. They 
prove dilficult in management _post- 
operatively because it is this group that 
will complain of more pain, i.e., the 
operation didn’t work, they are feeling 
All this goes 
on while they are having a good surgi- 


worse than before, etc. 


cal recovery. 

In the schizophrenic category, we may 
find patients who have been extremely 
paranoid, hostile, and aggressive be- 
coming considerably calmed during the 
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time that they experience any kind of 
pain; and rather than be relieved be- 
cause they are receiving punishment, 
such as seen in the previously described 
depressive reaction, we find that this 
type of patient becomes preoccupied 
with his pain and illness as a “way out.” 
One, in effect, sees a narcissistic with- 
drawal of the libido or externalized 
energy to the body itself. 

In a sense, this is almost like the 
group of patients who have innumerable 
hypochondriacal complaints prior to a 
complete emotional collapse. The relief 
in these patients is due to the fact that 
their 
fantasies, they have thought of so many 
things of a bizarre nature that to them 
are so much worse, a physical illness 
will completely absorb them, until they 
improve from it. 


something is really wrong. In 


When this group of 
patients is in the recovery phase, they 
provide the greatest difficulties. They 


pick at sutures or directly act against 
the doctor’s orders to their own detri- 


ment. This is because they fear their 
bizarre fantasies and want to maintain 
the state of proven disability. At this 
point, the only management is through 
special nurses and increased tranquiliza- 
tion, For the severely disturbed proma- 
zine intravenously, or intramuscularly, 
There is of 
course, as you know, a continuing array 
of drugs on the market today. 
Practically speaking, some schizo- 
phrenics may raise serious problems. 
especially when seen for the first time in 


has been very effective. 


a shock state due to massive gastrointes- 
tinal hemorrhage, for example. Because 
of the severity of the dissociation or 
depersonalization they experience, their 
body seems to be foreign to them and 
anything that happens to it is looked 
upon as a nuisance, if it is preceived at 
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all. For example, a woman on a psy- 
chiatric had inserted a_ large 
sharpened piece of wood into her rec- 
tum. This penetrated the rectal wall 
and eventually lodged with its point in 
the gluteal region. She subsequently de- 
veloped a large abscess, and it was only 
through the routine of taking daily tem- 
peratures, that the lesion was discovered. 
Here, there is no time for a psycho- 
therapeutic cure; but these patients are 
not always difficult to manage, unless 
there is a state of agitation or frenzy. 
If this is the case, one of the popular 
tranquilizers may suffice, and if not, a 
special nurse whose function would be 
to say, “don’t do that” would help, be- 
cause these patients are really not aware 
of the connection between the lesion 
they produced and the psychic drive 


having lead to it. 


ward 


So often in any type of practice, it is 
not unusual to see patients who, appear 
to be phobic about needles. These pho- 
bias may proceed in severity to the de- 
velopment of overt paranoid ideation. 
Of course, many patients are afraid of 
diagnostic procedures, because of their 
fears in regard to their lives; but the 
patient who becomes acutely anxious 
about a procedure, or procedures be- 
yond that of the reality of the situation, 
should be recognized as falling within 
the emotionally disturbed range. Sym- 
bolically, these anxieties seem to have 
their greatest significance in gastroin- 
testinal, or anal, surgery. One must re- 
member that the anxieties which are 
most unrealistic have to do with fan- 
tasies. The most common of these fan- 
tasies have in common that what is 
most feared is also most desired; and a 
patient may construe any procedure as 
a sexual assault. For example, those 
patients who have an intense homo- 


259 





sexual conflict—male or female—are 
seen to develop more anxieties than 
others. 
a wish to be passive, dependent and in 
general in a feminine state. This is 
not a satisfactory wish; hence, the state 
of anxiety. 

An important point I wish to make 
here is that, in the passive state, there 
is found the wish to have a baby. This 
may at first sound ridiculous, until one 


In all these conflicts, there is 


sees over a period of time that there are 
many examples to prove it. Anyone 
dealing with psychotics has come across 
the patient who becomes more anxious 
when a suspected tumor of the bowel 
has been proven. In addition, there are 
many patients who will refuse to have 
a flat plate of the abdomen, because in 
their fantasies they fear that they and 
others may discover the baby is there. 
Their other fear is that it is not there 
and this often leads to depression. One 
woman, for example, told me in a 
pleased fashion that she was entering 
the hospital for bowel 
Mother’s Day. This single 
woman, age 45, who had raised two 
nephews since birth following the death 
When the patient’s 
brother-in-law remarried and took the 
children, she suffered a depression for 
years. 


surgery on 
was a 


of their mother. 


The surgeon recognized the 
etiology of the depression and was co- 
operative in having the patient admitted 
on a different day with good results. 
Another patient shot himself in the 
supra-pubic area with a shotgun. He 
asked me repeatedly if anything was 
found wrong, aside from the damage of 


the gunshot wound. Repeated answers 
of what was found at surgery gave the 
patient no satisfaction, until I said, 


“They didn’t find a uterus.” This 
brought relief of his anxiety, and at this 


point he mentioned his previous homo- 
sexual activities which lead him to 
thinking he had female sex organs. His 
relief nonetheless was followed by a de- 
pression. These are, of course, examples 
of extreme cases, 

To continue on in regard to that 
group of patients who are taken into 
the hospital for elective or emergency 
surgery, how is one to recognize the 
patient who should be within the so- 
called title of psychiatric patient? There 
are, of course, symptoms which one can 
come to know as representing signs of 
emotional disorder, whether the patient 
has been seeing a psychiatrist or not. 
Every and any type of surgical pro- 
cedure on a patient of any age repre- 
sents a traumatic experience, and some- 
times it is very difficult for a surgeon to 
evaluate a patient whom he or she has 
not known for any length of time from 
an emotional point of view. The usual 
widespread number of complaints in a 
patient who does need surgery at some 
time in the near future should be evalu- 
ated by a psychiatrist, prior to surgery, 
since each of the procedures can have 
many significances to upset his mental 
equilibrium. 

In those patients undergoing psycho- 
therapy, it would be the duty of the 
psychiatrist to contact the surgeon as to 
the necessity and type of surgical pro- 
cedure planned primarily to assist the 
patient in working out the various mean- 
ings that the procedure may have for 
him. 

One group of patients who may not 
be recognized by the physician as hav- 
ing an emotional disorder lies in that 
group with addiction. The narcotic 
addict will try to avoid surgery at all 
costs, because of an unwillingness to 
state that he is addicted. If the problem, 
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however, is recognized, and surgery is 
required, then the surgeon may be able 
to discuss with the patient the reassur- 
ing fact they will receive their narcotics 
while in the hospital, and through the 
postoperative period. At the same time, 
of course, the physician should make the 
proper referral. 

Another of the addictive disorders 
are those of barbiturate and, recently, 
meprobamate addiction. This group of 
patients may tell you about the fact that 
they are on large doses of drugs, or 
they may not. If they do not, it is 
generally because they have secreted 
the drugs somewhere in their belongings 
or else feel that they have been taking 
pills because of external pressures and 
consequently, going into the hospital 
may represent a relief from these ten- 
sions. However, what happens on some, 
though rare occasions, is that on the 
third or fourth day of not receiving 
any of these medications, the patient 
may have a withdrawal reaction accom- 
panied by convulsive seizure which can 
wreak havoc with the expected results of 
the surgery. 

There is another group of patients 
addicted to alcohol, some of whom have 
been seen at the New England and 
Faulkner Hospitals. These people may 
not be aware of the extent of their 
addiction. There is of course, the well 
known alcoholic whom I will discuss 
later. Many patients escape detection of 
their alcoholic illness, because they 
never miss a day’s work, can drink large 
quantities of alcohol without becoming 
intoxicated, and enjoy their drinking, 
and perhaps at best have an occasional 
ache or pain or there may be some 
puffiness of the face, Attention should 
be paid to this since it may be the only 
sign available. These patients do not 
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necessarily fall into the category of com- 
pulsive drinkers and when surgery is 
advised for them, they accept it, enter 
the hospital one day, are operated on 
the next, and the following day or the 
day after that have marked withdrawal 
symptoms. These may 
generalized tremulousness, going on to 
severe agitation, alcoholic hallucinosis 
and delerium tremens. 

One such case, and they are rather 
frequent, was that of a man admitted 
for a perforated ulcer, operated upon 
and found to have a cirrhotic liver in 
addition. The third postoperative day, 
he developed delerium tremens. He was 
kept as heavily sedated as possible dur- 
ing this period of time, with a good re- 
sult. When told that drinking was 
dangerous for him, he was astonished 
since he drank one quart of wine with 
his meals nightly for years. This may 
affect some people, others not. 

This brings up the question of what 
to do with elective surgery in those pa- 
tients where some type of emotional in- 
stability is suspected. I would like to 
suggest that whenever you suspect any 
kind of emotional disorder, that you are 
probably ninety-nine percent correct. 
Therefore, continuing on, I would like 
to suggest that those patients who are 
entering the hospital for elective surgery 
should be admitted and told they will 
very likely be in the hospital a few days 
before anything is done. This is ex- 
tremely important because not only 
would you discover that group of pa- 
tients who would create difficulties in 
their postoperative management, but 
they can also be in the hospital, until 
such time that some of the disorders, 
such as the withdrawal of drugs, as one 
example, can be eliminated. 

The patient who bursts into a big 


consist of 
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grin over the prospects of surgery may 
well present severe difficulties for the 
surgeon. This type of patient should 
also be hospitalized for several days 
prior to operation because, as they re- 
main in the hospital without having the 
surgery done immediately, they may de- 
velop enough of a sense of frustration 
that you might find out ahead of time 
what they expect you to accomplish. 
As stated beforehand, each one has dif- 
ferent fantasies of what is going to hap- 
pen to them when the operation is per- 
formed, 

Probably one of the most important 
factors is knowing your patient well 
before undertaking these procedures. 
Reassurance and confidence may be 
all that is 
anxiety is too acute in regard to the 
elective procedure, setting a date for 


necessary. Sometimes, if 


admission several months away may re- 
assure the patient, since they know that 
if you really thought it was a matter 
of life or death, you would schedule 
them immediately, and this in itself has 
a reassuring component. 

Sometimes a patient will walk around 


with a severe rectal prolapse, no matter 
how painful, for several days without 
consulting you. And you can be sure 
that by the time they come to you, what 
they want to know is whether or not you 
can fix it, and the sooner the better. 
They have tried to their 
anxieties before consulting you, and 


overcome 


generally have reached a sufficiently sta- 
ble attitude to present no postoperative 
difficulties. 

In regard to children, and the prepa- 
ration of them for surgery, it has been 
seen that this must be done, more by a 
conference with the parents, because of 
the parents’ need to have their child 


perfect. They may and often do feel 


9 


that something “wrong” means some- 
thing “bad,” that is, in the moral sense. 
Of course, if a child can understand, it 
should be told what is going on. In 
the following years for the child, the 
damage of misinterpretation has often 
been seen to be carried on to the child 
by the parents, and a significance which 
the surgical procedure should never 
have attained is all too instrumental in 
producing a psychiatric illness. 


Summary 


There is no single procedure in 
preparing an emotionally disturbed 
patient for surgery. In emergency 
situations, one must proceed and be 
ready for the postoperative compli- 
cations. 

When there is 
presence 


the 
instability, 
psychiatric evaluation should be ob- 
tained. If this is not possible, the 


doubt as to 
of emotional 


proper referral can be more readily 
made postoperatively. In those elec- 
tive cases where a psychiatric disa- 
bility is suspected, the patient should, 
hopefully I say this, be hospitalized 
for three days prior to surgery where 
you and other hospital personnel are 
in a position to observe them. 
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BOOK REVIEWS FOR PROCTOLOGISTS 


DEMONSTRATIONS OF PHYSICAL SIGNS IN 
CLINICAL SURGERY By Hamilton Bailey, 
F.R.C.S. (Eng.), F.A.C.S., F.R.S.E, Emeritus 
Surgeon, Royal Northern Hospital, London; 
Consulting Surgeon, Italian Hospital; Gen- 
eral Surgeon, Metropolitan Ear, Nose and 
Throat Hospital; Vice-President, International 
College of Surgeons; formerly Hunterian 
Professor, Royal College of Surgeons and 
External Examiner in Surgery, University of 
Bristol. Thirteenth Edition. With 1142 illus- 
trations, of which 58 are unnumbered. Pages 
868. Price $14.50. Published by The Williams 
& Wilkins Co., Baltimore, exclusive U. S. 
agents. 1960. 


This book is now in its thirteenth edition, 
and probably deserves to go on forever. There 
is no doubt that laboratory and x-ray studies 
have largely replaced physical methods of ex- 
amination for the average practitioner. And 
there is also no doubt that the history and 
physical methods of examination should con- 
tinue to be the major bases for diagnosis. 

This excellent text, written primarily for 
the student beginning clinical work in the 
surgical wards and in the out patient depart- 


ment, is beautifully illustrated and very com- 
plete. 

There are numerous color illustrations — 
chiefly photographs. The proctologist will find 


an excellent section on ano-rectal examina- 
tions. This chapter is combined with vaginal 
examination, and this is a proper combination. 

This text may be recommended not only for 
the student, but as a worthy addition to every 
practitioner’s library. 


COMPLICATIONS IN SURGERY AND THEIR 
MANAGEMENT, Edited by: Curtis P. Artz, 
M.D., F.A.C.S., Associate Professor of Sur- 
gery of the University of Mississippi. James 
D. Hardy, M.D., F.A.C.S., Professor and 
Chairman of the Department of Surgery, 
University of Mississippi. With contribution 
by sixty-nine authorities. Pages: 1075. Illus- 
trated. Price—$23. Published by W. B. 
Saunders Company, Philadelphia and Lon- 
don, 1960. 


The list of authoritative contributors to this 
volume is sufficient to vouch for its compe- 
tence. The editors have set a worthy goal, 
and have produced an excellent text. 

There is need for a single volume discussion 
of possible complications in surgery. Fore- 
warned is indeed forearmed, and this volume 
provides the warning. 


Of course, it goes further, and also describes 
the best treatments for complications. Being 
based upon the observations of very experi- 
enced surgeons, all readers will benefit from 
such experience and guidance. 

This is a very complete text, covering com- 
plications in surgery, complications of anti- 
biotic therapy, wound complications, shock, 
complications of blood transfusions, hemor- 
rhagic complications, and many others. 

There will be much of interest for every 
specialty surgeon, as well as for the general 
surgeon. The text is recommended, without 
reservation. 


HENRY E. SIGERIST ON THE HISTORY OF 
MEDICINE by Henry E. Sigerist, M.D., con- 
sidered by many to be the greatest medical 
historian of our time. Important posts held 
included those of Professor of the History of 
Medicine at the University of Leipzig and 
Director of the Institute of the History of 
Medicine at the Johns Hopkins University. 
Research Associate at Yale University. Presi- 
dent of the American Association of the His- 
tory of Medicine and as President of the 
History of Science Society. 

Edited and with an introduction by Felix 
Marti-lbanez, M.D., Professor and Chairman, 
Department of the History of Medicine, New 
York Medical College, Flower and Fifth Ave- 
nue Hospitals, New York; Editor-in-Chief, MD 
Medical News magazine. Foreword by John 
F, Fulton, M.D., Department of the History 
of Medicine, Yale University School of Medi- 
cine. Pages: 302. Price $6.75. Published by 
MD Publications, Inc., New York, New York, 
1960. 


The distinguished editor of the book. Dr. 
Felix Marti-Ibanez, writes, “this book con- 
tains the soul of a man, who, like a crusader 
for humanism, lived serving an ideal and 
died hoping for it.” This poetic description is 
well deserved by Sigerist. 

The text contains twenty-seven lectures and 
essays, each of which reflects the remarkable 
range of interest and understanding of the 
author. Sigerist was a reformer, a medical 
prophet, an outstanding historian, and de- 
serves a large audience. He writes with an 
unusual depth of understanding. 

The essays are beautifully written, and this 
volume furnishes an excellent companion for 
“Sigerist On The Sociology Of Medicine.” 
The physician who is truly interested in people 
—as all physicians are—will want to have 
both volumes, not only in his library, but in 
his thinking. 
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are rich in detail, hand-painted, and stand 7 inches 
high. 


$7.95 each, postpaid. In dozen lots, $7.45 each. 


' Please order by number. 
M10 


Gynecologist (MI) * e 
Pediatrician (M2) Medical Times 
Psychiatrist (M3) 

General Practitioner (M4) 

Surgeon (M5) Overseas, Inc. 
Orthopedist (M6) 


Gyhtctnatogit (147) DEPT. PR, 1447 NORTHERN BOULEVARD 
Otolaryngologist (M8) 


Dentist (M9) MANHASSET, NEW YORK 
Radiologist (M10) 

Pharmacist (MI!) 

Veterinarian (M12) 

Chemist (M13) 








Newer Medicinals 


Barbidonna-C-R Tablets, Van Pelt & Brown. 
Indications: Designed to provide ten- to 
twelve-hour sedative-antispasmodic efficacy. 
Description: Each tablet contains the active 
ingredients in orange colored beads com- 
pressed into an inert pale orance matrix. 
Dosage: One or two tablets every ten tc 
twelve hours. Supply: Bottle of 50s and 500s. 


Bicillin P.A.B., Injection, Wyeth. Indications: 
For penicillin therapy. Description: Each 4 
cc. disposable syringe contains 1,200,000 
units benzathine penicillin G and 1,200,000 
units procaine penicillin G in a stabilized 
aqueous suspension with 0.09% methylpara- 
ben and 0.01% propylparaben as preserva- 
tives. Expiration date—two years. Dosage: 
One single-dose dispensable syringe. Supply: 
One to 99 single dose disposable syringe 
(20g x 1'/,"") 4 cc. size. 


Decholin-BB, Ames. Indications: To relieve 
functional gastrointestinal and biliary tract 
disturbances, Description: Contains sodium 
butabarbital 15 mg. ('/, gr.), Decholin, 250 
mg. (334 gr.) . and extract of bella- 
donna 10 mg. (1/6 gr.) which contains 0.125 
mg. of total alkaloids. Dosage: Adults—One 
or, if necessary, two tablets t.i.d. Supply: 
Bottles of one hundred. 


Desitin Hydrocortisone Cream, 1%, Desitin. 
Indications: Topical therapy for eczematoid 
atopic, contact, and stasis dermatitis; neuro- 
dermatitis; and non-specific anogenita 
pruritus. Description: Contains hydrocorti- 
sone (alcohol) 1% in a greaseless, water- 
miscible base. Dosage: Apply a small quan- 
tity on the affected skin two or three times 
daily. Supply: One-half ounce and one 
ounce tubes. 


Dimocillin, Squibb. Indications: For treating 
resistance staphylococcal infections. De- 
scription: Contains | Gm. sodium dime 
thoxypheny! penicillin, equivalent to 900 mg. 
of 2,6-dimethoxypheny! penicillin. Dosage: 
Adults—Intramuscularly or intravenously, | 
Gm. every six hours. Infants and children— 
intramuscularly, 25 mg./kg. of body weight 
every six hours. Supply: One Gm. bottle. 


Furacin Topical Cream, Eaton. Indications: 
For skin infections. Description: Contains 
Furacin (nitrofurazone), 0.2%, in water- 
miscible vanishing cream base. Dosage: As 
prescribed by the physician. Supply: Twenty- 
eight Gm. tubes. 


Pro-Banthine P.A., Searle. Indications: Anti 
cholinergic for patients with peptic ulcer 
yastritis, pylorospasm, and spastic or irri- 
table colon. Description: Contains in each 
tablet 30 mg. of Pro-Banthine. Dosage: Two 
tablets daily. Supply: Bottles of one hun- 
dred. 


Synalar, Syntex. Indications: For topical therapy 
of a wide variety of inflammatory dermatoses 
including atopic dermatitis, neurodermatitis, 
contact dermatitis, seborrheic dermatitis 
eczematous dermatitis, nummular eczema, 
pruritus and certain lesions of psoriasis. De- 
scription: Contains fluocinolone acetonide. 
Dosage: For topical use only. A small amount 
applied lightly to the affected skin areas 
two or three times daily. The cream should 
be rubbed in gently until it disappears. 
Supply: Fifteen Gm. collapsible tubes. 
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strengths 


new 
PANTHO-F 0.2% cream 


0.2% hydrocortisone with 2% pantothenylol 


PANTHO-F 0.2% provides less costly treatment of extensive skin 
areas, or when therapy is long continued... 


regular 
PANTHO-F cream 


1% hydrocortisone with 2% pantothenylol 
PANTHO-F regular for the more severe and more stubborn dermatoses. . 


... provide idal-Wmele-laat-1dome-landelianit-lasiiat-1 <0) am- lend (e]a Mme) mm an’ce|gelere)adivelal-) 
(Gig-1-me-l(eve)ale)p Mu e)i0f-mm dal- Male) e-]0)(-Me-lane]o)a0i ai d(ommal-t-1ilal-am ele) (7-1 ame) f 
pantothenylol, in water-miscible, pleasant cream base 


both PANTHO-F 0.2% ...and PANTHO-F regular 


in 
rapidly allays inflammation . ; 
a . simple hemorrhoids 

relieves pain, itch, swelling : , 

, pruritus ani 

checks oozing and edema 
; eczemas 

~ remetec smooth granulation Slee 
rectal irritation 


accelerates healing X ‘ 
simple fissures 


PANTHO-F 0.2% in tubes of 15 Gm. and 2 0z.; 1 Ib. jars. . 
PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes. 


Samples and literature on request. 


u. Ss. vitamin corporation ~ PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) e 250 East 43rd Street, New York 17, N. Y. 








LETTERS TO THE EDITOR 


—Continued from page 223 





However, if you wish, you may pub- 
lish this note as a “Letter to the Editor,” 
so that your readers may see how little 
I have to say by way of a “rebuttal.” 

Hans Selye, M.D. 
Université de Montréal 


Overseas 


Inquiry 

I should be most obliged to receive 
reprints of your publications. If you 
have a complimentary spare copy of 
your book to send us, it would be most 
appreciated, and very useful to our 
medical school library. 

Is the free border of the valves of 
Morgagni, attached _ bases, 


or their 


the so-called pectinate line? Does the 
change from cuboidal to transitional 
epithelium take place at the pectinate 
line, or lower at the Hilton’s line? That 
is to say, is Hilton’s white line or the 
pectinate line 14” higher, the dividing 
line of the anorectum? And which is 
the mucocutaneous line? 

Various books state different ideas. 
Thanks again for your kindness and 
my apologies for the inconvenience. 

F. R. Yousry, F.R.C.S. 

Surgeon Faculty of Medicine 
12 Maahad Swiss St., Zamalek 
Cairo, Egypt 

@ The free border of the cresentic 
folds of mucous membrane at the lower 
end of the columns of Morgagni (the 
anal valves) is regarded as the pectinate 
line. The serrated appearance caused 
by the purse-string effect of the com- 


RECTAL RETRACTORS 








e@ Whether it is the 





@ MOON (2 sizes) 


Hooks and Probes. 





@ SAWYER (3 sizes) 
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Self-Retaining Smith's, with 
non-slip ratchet, Moon's or 
Sawyer’s, you will find it among 
Dittmar-Penn’s most complete 
variety sf non-illuminated 
Rectal Specula, Retractors, 


improved, 










© SMITH 


Available through recognized surgical supply dealers, 
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posite anorectal sphincter mechanism, 
has given rise to the term, “dentate 


99 


line,’ which is synonymous. The use 
of the term, “anorectal line,’ in this 
connection adds to the confusion. 

The true anorectal junction, histo- 
logically, lies at a somewhat higher level 
along the columns of Morgagni. Here 
an abrupt transition is noted from the 
columnar epithelium of the rectum to 
the stratified epithelium of the anal 
canal, This corresponds roughly with 
the levator-rectal junction and the points 
of emergence of the fibers of the mus- 
cularis submucosae ani which form the 
substratum of the columns of Morgagni. 

B. B. Stroud (Ann. Surg. 5:24, 1896.) 
described the “pecten” as a zone of 
transition between the rectal (columnar) 


“anoderm,” is characterized by simple 
stratified epithelium devoid of dermal 
papillae and skin appendages. Accord- 
ing to Wilde (Brit. J. Surg. 36: 279- 
285, 1949) this area measures approxi- 
mately 15 mm. in the adult. The “white” 
line of Hilton” lies below the pectinate 
line and marks the point of juncture of 
the true skin with the stratified epithe- 
lium of the anal canal (a mucocutaneous 
junction similar to that at the margin of 
the lip). Hilton’s line corresponds with 
the interval between the internal and 
external anal sphincter muscles, the 
“anal intermuscular septum,” which is 
inserted at the mucocutaneous junction 
and represents one of the sites of fusion 
of the hindgut with the cloacal mem- 
brane. 


mucosa above and the true skin below. 
This “pecten zone”, also known as the 


George Shropshear, M.D. 


Chicago, Illinois 


our “DEBON-AIRE” us 


YOUR COMPLETE AIR-SUCTION SOURCE 


Debon-Aire has everything in a single, compact unit. There are 
drawers for instruments and supplies; stainless-steel racks for 
bottles and sprays (protected by a hinged cover); black glass 
top; stainless-steel toe-strip. Size of top, 14" x 18"; height 
overall 36!/2". Pump switch and electrical outlet on right side 
of cabinet. 


WHIRLWIND PUMP 


The Whirlwind Pump is a _ powerful 
rotary with automatic oiling, vacuum 
trap, gauges, regulators, muffler-filter. 
It is quiet as a whisper. The suction 
bottle is of 32-0z. capacity. Bottle cap 
is chrome plated waa tan separate fit- 
tings. The bottle bracket is of stain- 
less steel and may be mounted on 
either side of cabinet (specify), 


CAT. NO, CR 2550 PRICE $224.50 
Without suction bottle 











GWU URCHIN dicaceesascscscee $209.50 
Ether Bottle and 
bracket available at ........... $18.50 
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PRURITUS ANI 


Treated Orally with 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) @ 
POWDER LIQUID 


shows good results 


Acts by promoting aciduric flora in the 
colon. Stools and secretions become 
slightly acid rather than strongly alka- 
line. Itching and burning usually relieved 
in 3 days.” 

Consists of non-diastatic barley malt 
extract neutralized with 1.5% potassium 
carbonate. Non-habit forming. Safe 
for long-term use if needed. Diabetic 
should allow for carbohydrate content. 
See P.D.R. 

Usual dose 2 Tbs. twice a day. Avail- 
able, liquid and powder, 8 and 16 oz. 
bottles at pharmacies. 


Send for clinical samples 


(1) Brooks, L. H.: Dis. of Colon & Rectum, v. 1, no. 5, 1958 


Borcherdt Company 


217 North Wolcott Avenue, Chicago 12, Illinois 
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The American Journal of Proctology will 


help you keep 


abreast with the newest and most practical information on diag- 


nosis and therapy in diseases of the anus, rectum and colon. 


Physicians are regularly faced with medical Please enter my subseription to AMERICAN 

and minor surgical problems associated with JOURNAL OF PROCTOLOGY, | Issued bi- 
eee PPCM Ata REED 4 monthly — February, April, June, August, 

hemorrhoids, pruritus ani, and fissures, October, December—86.00 per year, $10.00 
fistulas, pilonidal cyst, carcinoma, etc. Each for two years. 
bimonthly issue of this official publication of 
the International Academy of Proctology con- 
tains the newest and most practical informa- 
tion about diagnostic procedures and treat- Street 
ment methods in the proctologic field. 

In addition to original scientific reports City .............. Zone ... St: 
from leading authorities the journal features a 

: ° ° “ OO 1 yr. 86 
concise evaluations of the latest scientific : : 

° ° C] Check enclosed 
articles relating to proctology and _ gastro- 
enterelogy which have appeared in the world’s 
literatu-e. 
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